(W Health Net

Get Your SUMMAYr Y of
Benefits anda Coverage

Thank you for applying for a CommunityCare HMO plan offered by
Health Net of California, Inc. (Health Net).

Kim Aung We encourage you to read your Summary of Benefits and Coverage (SBC). The SBC gives you the
Health Net basics about your plan and how to get care when you need it, including:
« How your health plan works.  More services that are covered or excluded
« Which common medical services are from your health plan.
covered and what they cost on your « Examples of how your plan might cover
health plan. medical care for certain medical conditions.
« Your rights to file grievances and appeals. ~ « How to get help in your main language.

This is the process you use to make a o Common questions and answers (Q&A).
complaint to your plan or request regulator

assistance.

To view, download or print a copy of the

If you prefer, you can

Search For Summary Of Benefits and Coverage

SBC for your 2019 plan, go to

Wou can find your Summary of Benefits and Coverage—your SBC—in two ways:
call our Customer vou ge—y ¥

WWW.myhealthnetca.COIn: 1. Enter your coverage code and effective date or
2. Skip to Plan year and fill in the fields,
Contact Center at Contact us if you can't find your S8C
1. Select Our Health Plans, then _ e
1-800-839-2172 .
e Plan Materials. v ot :
(TTY: 711) for a copy. 2. Then select the SBC Search Tool link. Sectve aste
3. Once you're on the search page, h
" Year: FINEN » FINL]
select 2019, then CA. ;
Reglon: Select a region
4. For Have a Marketplace plan?, select No. vt s mcepars (@) ves @ ;
5. For Plan type, select Individual Plan. R o[nmgw san ()$1-100 plan
6. Under Product type, select HMO. Product type: setect product type. (D)
7. Then select the Metal level of your plan: e secndios @
* Plan name: Select plan name 0

Platinum, Gold or Silver.

Note: To see a list of plans, please complete all required flelds above.

8. Under Plan Name, select your plan name
from the menu. This name should match Lo m

the plan name you chose on the enrollment

application.

9. Select the effective date of your coverage; then click the Search button.

Health Net HMO health plans are offered by Health Net of California, Inc. Health Net of California, Inc. is a subsidiary of Health Net,
Inc. Health Net is a registered service mark of Health Net, Inc. All rights reserved.
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‘ﬂ Health Net of California, Inc.
HealthNet:  Individual ¢ Family Plans CommunityCare HMO

Enrollment Application

Requested effective date

Application must be typed or completed in blue or black ink. | | | / | | | / | | | | |

Effective date of coverage: Coverage is only available for enrollment during the annual open enrollment period, which is October 15, 2018,
through January 15, 2019, or during a special enrollment period. Applications must be received within 60 days of a qualifying event.
Generally, for applications received between the 1st and 15th, coverage will be effective the first day of the month following submission
of application. For applications received between the 16th and month’s end, coverage will be effective the first day of the second month
following submission of application.

If you are currently enrolled in a Medicare plan, you are ineligible to apply for an Individual & Family Plan.

Health Net of California, Inc. (Health Net) requests a Social Security number (SSN) for everyone enrolling for health coverage,
including spouses and dependent children. This is requested so that we can provide you with verification of coverage for your tax
return, as required by the Affordable Care Act. You may still apply for coverage if you cannot provide a SSN for yourself or other family
members. Health Net will not use your SSN for other purposes or share it with anyone other than as required by law. For newborns,
you have 6 months to provide the newborn’s SSN.

THE AGENT/BROKER MAY NOT SIGN THIS APPLICATION AND AGREEMENT ON BEHALF OF THE APPLICANT.

IMPORTANT: Please see Part V if the applicant does not read/write English. The Individual & Family Plan CommunityCare
HMO Enrollment Application is available in Chinese, Spanish and Korean language versions. You can also have someone help you
read it. For free help, please call 1-877-609-8711.

If you need assistance in completing this application, an agent/broker may assist you. An agent/broker who helped you read and
complete this application must sign the application (see Part VI).

I (and my dependents, if applicable) am applying during: [ ] Annual open enrollment period []Special enrollment period (see Part IV)

Part I. Applicant information

1 New application (Check family type below.)
O Self [ Selfand spouse [ Self and domestic partner [ Selfand child [ Self and children
[ Self, spouse and child(ren) [ Self, domestic partner and child(ren) [ Child only! [ Change request

[1 Adding dependent (Fill in the primary subscriber’s information below; then complete dependent information in Part III.)

Primary applicant’s last name: First name: ML |[JMale
(] Female

Permanent home street address (If you provide a PO Box, you must also provide proof of residency? upon submission for your
application to be complete.):

City: State: | ZIP: County applicant resides in:
Billing address:
Mailing address:
Home phone number: Work phone number: Cell phone number: Email address:
( ) ( ) ( )
Primary applicant’s birth date (mm/dd/yy): Primary applicant’s Social Security number:
/ / - -

Are you currently a Health Net member? [1Yes [JNo If “Yes,” please provide the primary subscriber’s member ID:

Primary care physician ID: Primary group ID: Current patient:
[(JYes [1No

Please select your language preference (optional): [JEnglish []Spanish [JChinese []Korean

DA
ORI

I Applicants on child-only plans must be under 18 years old as of the requested coverage effective date. Each child 18 years and older must submit
a separate enrollment application.
2See page 7, Qualifying Event #5, “Examples of California documentation.”
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| Last 4 digits of primary applicant’s Social Security #: ___

Part I1. Payment information and choice of coverage

A. Payment information

First premium payment [] Pay by check (Amount must match monthly premium.)

Mailing application Faxing application
Include completed check with completed application and Fax completed application to 1-800-977-4161, and mail
mail to: completed check to:

Health Net Individual & Family Enrollment Health Net CA Individual

PO Box 1150 PO Box 748705

Rancho Cordova, CA 95741-1150 Los Angeles, CA 90074-8705

Current members can go to www.myhealthnetca.com and select Pay My Bill in the “For Members” section.

Payment of subscription charges

The Subscriber is responsible for payment of Subscription Charges to Health Net. Health Net does not accept payment of Subscription
Charges from any person or entity other than the Subscriber, the Subcriber’s Dependents, or third party payors to the extent required
by state and federal law.

Upon discovery that Subscription Charges were paid by a person or entity other than those listed above, Health Net will reject the
payment and inform the Subscriber that the payment was not accepted and that the Subscription Charges remain due.

B. Choice of coverage

Health Net of California, Inc. CommunityCare HMO Optional coverage: Dental/Vision plan for adults (ages 19 and over)
plans utilize the CommunityCare HMO provider [ Dental and Vision Plus - If Dental and Vision Plus is purchased
network. for the primary applicant, all family members ages 19 and over

[ Platinum 90 CommunityCare HMO will also be enrolled in the Dental and Vision Plus plan. Dental

O Gold 80 CommunityCare HMO and Vision Plus can only be purchased with, or added to, medical
[J Silver 70 Off Exchange CommunityCare HMO coverage during the open enrollment or special enrollment periods.

Note: All medical plans include pediatric dental and pediatric
vision coverage. Individuals will receive pediatric dental and
vision coverage under the medical plans until the last day of the
month in which the individual turns 19.
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| Last 4 digits of primary applicant’s Social Security #:

Part I1I. Family member(s) to be enrolled

List all eligible family members to be enrolled other than yourself. If a listed family member’s last name is different from yours,
please explain on a separate sheet of paper. For additional dependents, please attach another sheet with the requested information.

[J Check here if a supplemental page is attached. Please write the primary applicant’s Social Security number on the upper right-
hand corner of the supplemental page.

Note: When each family member chooses a different plan, each member will be on their own contract. To specify different plans for
different family members, be sure to write the plan name you are choosing for each family member in the spaces provided below.

For domestic partner coverage, all requirements for eligibility, as required by the applicable laws of the State of California, must be
met, and a joint Declaration of Domestic Partnership must be filed with the California Secretary of State.

How to make different plan choices:
a. Health Net bills to only one address per subscriber. Therefore, to be processed under one subscriber, all family members must be
billed to the same address.

b. You must select a physician group and primary care physician. You may choose the same or a different physician group and primary
care physician for each family member you are enrolling. If you do not select a primary care physician, one will be selected for you
within your regional area. To find the most up-to-date list of Health Net-contracted physicians, log in to www.myhealthnetca.com.
You'll find a complete listing of our Individual & Family Plan network physicians, and you can search by specialty, city, county, or
doctor’s name. You can also call 1-877-609-8711 to request provider information or contact your Health Net authorized agent/broker.

c. For Dental and Vision Plus coverage, please provide the dentist number for the HMO dentist you've chosen. You may choose a
different dentist for each family member. If you do not select a dental office, one will be selected for you in your area. For names,
addresses, primary dentist number, and telephone numbers of participating dental providers, or for help in selecting a provider,
call Health Net at 1-866-249-2382 or log in to www.myhealthnetca.com.

Relation Last name First name MI | Social Security Date of birth
number
[ Spouse ] Male
[0 Domestic |[] Female - - /!
partner

Required for CommunityCare plans:
CommunityCare HMO primary care physician ID | CommunityCare HMO physician group ID

If Adult Dental and Vision Plus is purchased, please note HMO primary dentist #

Medical plan choice for each family member if different

Relation Last name First name MI | Social Security Date of birth
Child 1 number

[ Son ~ ~ [

[J Daughter

Required for CommunityCare plans:
CommunityCare HMO primary care physician ID | CommunityCare HMO physician group ID

If Adult Dental and Vision Plus is purchased, please note HMO primary dentist #

|| ||
(continued) '!
]
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| Last 4 digits of primary applicant’s Social Security #:

Part I1I. Family member(s) to be enrolled (continued)

Relation Last name First name MI | Social Security Date of birth
Child 2 number

[ Son B B [

[J Daughter

Required for CommunityCare plans:
CommunityCare HMO primary care physician ID | CommunityCare HMO physician group ID

If Adult Dental and Vision Plus is purchased, please note HMO primary dentist #

Relation Last name First name MI | Social Security Date of birth
Child 3 number

] Son ~ ~ ;o

[J Daughter

Required for CommunityCare plans:
CommunityCare HMO primary care physician ID | CommunityCare HMO physician group ID

If Adult Dental and Vision Plus is purchased, please note HMO primary dentist #

Addition of a newborn or adopted child to an existing policy

Newborn/Adopted child’s last name: First name: MI:

Effective date:3 Newborn/Adopted child’s date of birth Date of adoption/placement for adoption
(mm/dd/yy): (mm/dd/yy):

[ Male []Female Social Security number: Primary subscriber’s member ID:

If you are adding an eligible newborn/adopted child to a CommunityCare HMO plan, you must select a primary care physician
from the CommunityCare Network.

Primary care physician ID: Current patient: [1Yes [1No

GENERAL CONDITIONS: If your application is not received within 60 days of the birth date or date of adoption, Health Net of
California, Inc. (Health Net) will require that a standard application be completed. No other department, officer, agent, or employee
of Health Net is authorized to grant enrollment. The subscriber’s broker or agent cannot grant approval, change terms or waive
requirements of this application. This application shall become a part of the Plan Contract.

Please remit the first month’s premium for a newborn or adopted child. Please note: If the child’s coverage effective date is other
than the first of the month, you will be required to pay additional prorated premiums, which will be added to your next regular
premium billing.

The application and Arbitration Clause must be signed by the subscriber. The subscriber must personally sign his or her name in ink
and agree to comply with the Arbitration Clause and the terms, conditions and provisions of the application and the Plan Contract
in order for this application to be processed. For this application to be considered, neither broker nor any other person may sign this
application and Arbitration Clause.

3Effective date will be the date of birth or date of adoption (or placement for the purpose of adoption if earlier) if the application is received
within 60 days of the birth date or date of adoption.
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| Last 4 digits of primary applicant’s Social Security #: ___

Part IV. Special enrollment period

In addition to the open enrollment period, you and your dependents are eligible to enroll or change plans during a special enrollment
period, which is within 60 days of certain qualifying events. Generally, for applications received between the 1st and 15th, coverage
will be effective the first day of the month following submission of application. For applications received between the 16th and
month’s end, coverage will be effective the first day of the second month following submission of application. Exceptions to these
effective dates include birth, adoption, placement for adoption, or through a child support order or other court order, which
will be effective the date of the qualifying event or court order. Marriage will be effective the first day of the month after

the application receipt. The application must be received within 60 days? of the qualifying event. Proof of the qualifying event

is required. Please write in the applicable qualifying event below and the name of the person to whom it applies. For additional
dependents, please attach a separate sheet of paper.

Qualifying
event #
(see chart
on next

page)

Date of
event?

Primary
applicant

Spouse/
Domestic partner

Dependent 1

Dependent 2 | Dependent 3

4If your application is received before the loss of coverage, your effective date will be the first day of the month following the loss of coverage.
If the application is received during the 60-day period after the loss of coverage, the effective date will be the first day of the month after the

application receipt.

IFPHMOAPP12019

(continued)

FRMO025486ECO00 (1/19)



Part IV. Special enrollment period (continued)

Qualifying event Examples of California documentation

| Last 4 digits of primary applicant’s Social Security #:

1) | The qualified individual, or the qualified individual’s Copy of one of the following:

dependent, loses minimum essential coverage, which could be | « Front and back of previous insurance carrier’s ID card.
due to one of the following reasons (not including voluntary |, 1etter from previous carrier documenting loss of coverage.
termination of your previous coverage or termination due to

X . o Termination or hour reduction confirmation from employer
failure to pay premium):

(must be on employer letterhead and signed by employer
A. The death of the covered employee. management).

B. The termination, or reduction of hours, of the covered
employee’s employment.

C. The divorce or legal separation of the covered employee
from the employee’s spouse.

D. The covered employee becoming entitled to benefits under
Medicare.

E. A dependent child ceasing to be a dependent child under
the generally applicable requirements of the plan.

E A proceeding in a case under Title 11 bankruptcy,
commencing on or after July 1, 1986, with respect to the
employer from whose employment the covered employee
retired at any time. In this case, a loss of coverage includes
a substantial elimination of coverage with respect to a
qualified beneficiary (spouse/domestic partner, dependent
child, or surviving spouse/domestic partner) within one
year before or after the date of commencement of the
proceeding.

G. Is enrolled in any non-calendar year group health plan or
individual health insurance coverage, even if the qualified
individual or the qualified individual’s dependent has the
option to renew such coverage. The date of the loss of
coverage is the last day of the plan or policy year.

H. Loss of minimum essential coverage for any reason other | ¢ Letter from applicant supporting qualifying event.
than failure to pay premiums or situations allowing fora | « Letter from previous carrier documenting loss of coverage.
rescission for fraud or intentional misrepresentation of
material fact.

I. Termination of employer contributions. Notice from employer of contributions termination.
J. Exhaustion of COBRA continuation coverage. COBRA paperwork reflecting exhaustion of coverage.
K. The qualified individual loses medically needy coverage Medicaid and/or Medi-Cal documentation.

under Medi-Cal (Medicaid) (not including voluntary
termination of the qualified individual’s previous coverage
or termination due to failure to pay premium).

L. The qualified individual loses pregnancy-related coverage | Medicaid and/or Medi-Cal documentation.
under Medicaid and/or Medi-Cal (not including voluntary
termination of the qualified individual’s previous coverage
or termination due to failure to pay premium).

2) | A. The qualified individual gains a dependent or becomes a « Marriage certificate.

dependent through marriage, domestic partnership, birth, | « Declaration of domestic partnership.
adoption, placement for adoption, or assumption of a « Certificate of registered domestic partnership.
parent-child relationship. o Notarized affidavit of assumption of parent-child relationship.
o Birth certificate.

« Discharge records.

o Court order documentation for adoption.
o Certificate of divorce decree.

o Legal separation agreement.

o Death certificate.

B. The enrollee loses a dependent or is no longer considered
a dependent through divorce or legal separation as
defined by State law in the State in which the divorce or
legal separation occurs, or if the enrollee, or the enrollee’s
dependent, dies.

(continued)
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| Last 4 digits of primary applicant’s Social Security #: ___

Part IV. Special enrollment period (continued)

Qualifying event

Examples of California documentation

3) | The qualified individuals, or the qualified individuals
dependents, enrollment or non-enrollment in a health plan
is unintentional, inadvertent, or erroneous and is the result
of the error, misrepresentation, misconduct, or inaction

of an officer, employee, a non-Exchange entity providing
enrollment assistance or conducting enrollment activities,
or agent of the Exchange or the Department of Health and
Human Services, or its instrumentalities as evaluated and
determined by the Exchange.

« Front and back of previous carrier ID card.
o Letter from Exchange or HHS documenting qualifying event.

4) | The health plan in which the enrollee, or the enrollee’s
dependent, is enrolled substantially violated a material
provision of its contract.

« Resolution document from the Exchange or other plan.

5) | The qualified individual or enrollee, or the qualified
individual’s or enrollee’s dependent, gains access to a new
health plan as a result of a permanent move.

Copy of acceptable proof of residency documents:

o Current driver’ license or identification card.

o Current and valid state vehicle registration form in the applicant’s
name.

« Evidence the applicant is employed.

o Evidence the applicant has registered with a public or private
employment agency.

« Evidence that the applicant has enrolled the applicant’s children
in a school.

« Evidence that the applicant is receiving public assistance.

o Voter registration form of receipt, voter notification card or an
abstract of voter registration.

« Current utility bill in the applicant’s name.

o Current rent or mortgage payment receipt in the applicant’s name.
Rent receipts provided by a relative shall not be accepted.

« Mortgage deed showing primary residency.

o Lease agreement in the applicant’s name.

« Government mail in the applicant’s name (SSA statement, DMV
notice, etc.).

o Cell phone bill.

o Credit card statement.

« Bank statement or canceled check with printed name and address.

« U.S. Postal Service change of address confirmation letter.

» Moving company contract or receipt showing your address.

« If you're living in the home of another person, like a family
member, friend, or roommate, you may send a letter/statement
from that person stating that you live with them and aren’t just
temporarily visiting. This person must prove their own residency
by including one of the documents listed above.

« If youre homeless or in transitional housing, you may submit a letter
or statement from another resident of the same state, stating that they
know where you live and can verify that you live in the area and aren't
just temporarily visiting. This person must prove their own residency
by including one of the documents listed above.

o Letter from a local non-profit social services provider (excluding
non-profit health care providers) or government entity (including a
shelter) that can verify that you live in the area and aren't just visiting.

6) | The qualified individual is mandated to be covered as a
dependent pursuant to a valid state or federal court order.

Court documentation.

7) | The qualified individual has been released from
incarceration.

Probation or parole release paperwork

showing date of event.

IFPHMOAPP12019
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Part IV. Special enrollment period (continued)

| Last 4 digits of primary applicant’s Social Security #:

Qualifying event Examples of California documentation

8) | The qualified individual was receiving services under another | « Letter from health plan that documents the provider’s termination
health benefit plan, from a contracting provider who is no from the network.
longer participating in that health plan’s network, for any of AND

the following conditions: (a) an acute condition (a medical
condition that involves a sudden onset of symptoms due to an
illness, injury or other medical problem that requires prompt
medical attention and that has a limited duration); (b) a serious
chronic condition (a medical condition due to a disease, illness,
or other medical problem or medical disorder that is serious

in nature and that persists without full cure or worsens over

an extended period of time or requires ongoing treatment to
maintain remission or prevent deterioration); (c) a terminal
illness (an incurable or irreversible condition that has a high
probability of causing death within one year or less); (d) a
pregnancys; (e) care of a newborn between birth and 36 months;
or (f) a surgery or other procedure that has been recommended
and documented by the provider to occur within 180 days

of the contract’s termination date or within 180 days of the
effective date of coverage for a newly covered member, and that
provider is no longer participating in the health plan.

o Letter from provider that documents the condition of the enrollee.

9) | The qualified individual demonstrates to the Exchange that o Letter from applicant supporting the qualifying event.
the qualified individual did not enroll in a health benefit plan |, Copy of the plan renewal letter.

during the immediately preceding enrollment period available
to the individual because the qualified individual was
misinformed that the qualified individual was covered under
minimum essential coverage.

10) | The qualified individual is a member of the reserve forces Active duty discharge documentation.
of the United States military returning from active duty or

a member of the California National Guard returning from
active duty service under Title 32 of the United States Code.

11) | Newly eligible or ineligible for advance payments of the Advanced Premium Tax Credit (APTC) paperwork that shows the
premium tax credit or have a change in eligibility for cost- premium assistance you are eligible for.
sharing reductions.

12) | A qualified individual or enrollee is a victim of domestic A signed written statement under penalty of perjury stating your
abuse or spousal abandonment, including a dependent name and names of the victims of domestic abuse who enrolled in
or unmarried victim within a household, is enrolled in coverage.

minimum essential coverage and seeks to enroll in coverage
separate from the perpetrator of the abuse or abandonment;
or is a dependent of a victim of domestic abuse or spousal
abandonment, on the same application as the victim.

13) | The individual or dependent applies for coverage through Denial of eligibility letter from Covered California or Medi-Cal.
Covered California during the annual open enrollment period
or due to a qualifying event, is assessed by Covered California
as potentially eligible for Medi-Cal, and is determined ineligible
for Medi-Cal either after open enrollment has ended or more
than 60 days after the qualifying event; or applies for coverage
with Medi-Cal during the annual open enrollment period, and
is determined ineligible after open enrollment has ended.

14) | The qualified individual adequately demonstrates to Covered | A signed written statement under penalty of
California that a material error related to plan benefits, perjury stating your name, name of the health
service area or premium influenced The qualified individual’s | plan, what error occurred, and the date
decision to purchase coverage through Covered California. on which the error occurred.
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| Last 4 digits of primary applicant’s Social Security #: ___

Part V. Individual & Family Plans Exception to Standard Enrollment -

Statement of Accountability regarding language assistance

Instructions for Part V: The following process is to be used when the applicant cannot complete the application because the applicant
cannot read, write and/or speak the language of the application. Health Net requires that if you need assistance in completing this
application, you must employ the services of a qualified interpreter. Please contact Health Net at 1-877-609-8711 for information about
qualified interpreter services and how to obtain them. This form must be submitted with the Individual & Family Plan enrollment
application when applicable.

Health Net qualified interpreter — Please complete the following when assisted by a Health Net qualified interpreter.

I , was assisted in the completion of this application by a qualified interpreter authorized by

Health Net because I:
[1 Do not read the language of this application.

[1 Do not speak the language of this application.
1 Do not write the language of this application.
[ Other (explain):

A qualified interpreter assisted me with the completion of: [] The entire application.
[ Other (explain):

A qualified interpreter read this application to me in the following language:

Signatures and date (required in ink)

Signature of applicant: Today’s date:

Date application was interpreted: Time application was interpreted:

Qualified interpreter number:

Qualified interpreter other than a Health Net qualified interpreter - Please complete the following when assisted by a qualified
interpreter other than a Health Net qualified interpreter.

If a qualified interpreter, other than a qualified interpreter provided by Health Net, assisted you in completing this application, the
interpreter must complete the following:

L , understand that a qualified interpreter should: (a) have the vocabulary equivalent
of a native speaker that has received an advanced education (college or university equivalent) in the non-English language; (b) be able
to demonstrate cultural sensitivity in their communication, taking into consideration that every language encompasses a wide range of
variation; (c) have native speaker language skills (native speaker language skills are developed by growing up or functioning in a language
community); and (d) have corresponding reading and writing skills in the non-English language (the reading and writing skills would be
demonstrated by advanced education in the native language).

As a qualified interpreter, I personally read and completed the application for the applicant named above because:
[ Applicant does not read the language of this application.

[ Applicant does not speak the language of this application.

[ Applicant does not write the language of this application.

[ Other (explain):

Under the penalty of perjury, I declare that I read to the applicant:
[ The entire application.
[ Other (explain):

I read this application to the applicant in the following language:
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| Last 4 digits of primary applicant’s Social Security #: ___

Part V. Individual & Family Plans Exception to Standard Enrollment -

Statement of Accountability regarding language assistance (continued)

Please provide the following information regarding the qualified interpreter who assisted the applicant and who is not a Health Net
qualified interpreter:

Last name: First name:

Address of qualified interpreter:

City: State: ZIP: Phone:

Qualified interpreter signature: Date:

Part VI. Applicants agent/broker information

Complete agent/broker name and address are necessary for correspondence to be sent to the agent/broker.

National Producer Number (NPN) of Health Net-contracted | Health Net direct sales agent ID:
agency or broker:

Name (print): Phone number: Fax number:
Address: Email address:
Applicant’s agent/broker signature/number (required): Date signed (required):

Agent/broker certification

I (name of agent/broker),
(NOTE: You must select the appropriate box. You may only select one box.)

( ) did not assist the applicant(s) in any way in completing or submitting this application. All information was completed by
the applicant(s) with no assistance or advice of any kind from me. I understand that if any portion of this statement by me is false,
I may be subject to civil penalties, including but not limited to a fine of up to $10,000.

OR

(____ ) assisted the applicant(s) in submitting this application. I advised the applicant(s) that the applicant should answer all
questions completely and truthfully and that no information requested on the application should be withheld. I explained that
withholding information could result in rescission or cancellation of coverage in the future. The applicant(s) indicated to me that
the applicant understood these instructions and warnings. To the best of my knowledge, the information on the application is
complete and accurate. I understand that if any portion of this statement by me is false, I may be subject to civil penalties, including
but not limited to a fine of up to $10,000.

Please answer all questions 1 through 3:

1. Who filled out and completed the application form? (print full name)

2. Did you personally witness the applicant(s) sign the application? [] Yes [] No

3. Did you review the application after the applicant(s) signed it? [] Yes [ No

Health Net HMO dental and vision plans are offered by Health Net of California, Inc. Health Net Dental benefits are administered by Dental
Benefit Providers of California, Inc. Health Net Vision benefits are serviced by EyeMed Vision Care, LLC.

Health Net of California, Inc. is a subsidiary of Health Net, Inc. Health Net is a registered service mark of Health Net, Inc. All rights reserved.
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Part VII. Conditions of enrollment

GENERAL CONDITIONS: Health Net reserves the right to reject any application for enrollment if the applicant is not eligible

for coverage due to not meeting eligibility conditions. There is no coverage unless this application is accepted by Health Net’s
Membership Department and a Notice of Acceptance is issued to the applicant even though you paid money to Health Net for the first
month’s premium. No other department, officer, agent, or employee of Health Net is authorized to grant enrollment. The applicant’s
agent or broker cannot grant approval, change terms or waive requirements of this application. This application shall become a part of
the Plan Contract.

WHEN HEALTH NET CAN RESCIND A PLAN CONTRACT

Within the first 24 months of coverage, Health Net may rescind a Plan Contract for any act or practice which constitutes fraud, or

for any intentional misrepresentation of material fact in the written information submitted by you, or on your behalf, on or with your
enrollment application.

| Last 4 digits of primary applicant’s Social Security #:

A material fact is information which, if known to Health Net, would have caused Health Net to decline to issue coverage.
If the Plan Contract is rescinded, Health Net shall have no liability for the provision of coverage under the Plan Contract.

By signing this application, you represent that all responses are true, complete and accurate and that the application will become part of the

Plan Contract between Health Net and you. By signing this application, you further agree to comply with the terms of the Plan Contract.

If, after enrollment, Health Net investigates your application information, Health Net must notify you of this investigation, the basis

of the investigation, and offer you an opportunity to respond.

If Health Net makes a decision to rescind your coverage, such decision will be first sent for review to an independent third-party

auditor contracted by Health Net.

If the Plan Contract is rescinded, Health Net will provide a 30-day written notice prior to the effective date of the rescission that will:

1. explain the basis of the decision;

2. provide the effective date of the rescission;

3. clarify that all members covered under your coverage other than the individual whose coverage is rescinded may continue to
remain covered;

4. explain that your monthly premium will be modified to reflect the number of members that remain under the Plan Contract;

5. explain your right and the options you have of going to both Health Net and/or the Department of Managed Health Care if you do
not agree with Health Net’s decision; and

6. include a Right to Request Review form. You have 180 days from the date of the Notice of Cancellation, Rescission or Nonrenewal
to submit the Right to Request form to Health Net and/or the Department of Managed Health Care.

If the Plan Contract is rescinded:

1. Health Net may revoke your coverage as if it never existed, and you will lose health benefits including coverage for treatment
already received;

2. Health Net will refund all premium amounts paid by you, less any medical expenses paid by Health Net on behalf of you and may
recover from you any amounts paid under the Plan Contract from the original date of coverage; and

3. Health Net reserves its right to obtain any other legal remedies arising from the rescission that are consistent with California law.

If Health Net denies your appeal, you have the right to seek assistance from the California Department of Managed Health Care.

USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION: I acknowledge and understand that health care providers

may disclose health information about me or my dependents to Health Net. Health Net uses and may disclose this information

for purposes of treatment, payment and health plan operations, including but not limited to, utilization management, quality

improvement, and disease or case management programs. Health Net’s Notice of Privacy Practices is included in the Plan Contract,

and I may also obtain a copy of this Notice on the website at www.myhealthnetca.com or through the Health Net Customer Contact

Center. Authorization for use and disclosure of protected health information shall be valid for a period of 24 months from the date of

my signature on the next page.

IF SOLE APPLICANT IS A MINOR: If the sole applicant under this application is under 18 years of age, the applicant’s parent or

legal guardian must sign as such. By signing, the applicant does hereby agree to be legally responsible for the accuracy of information

in this application and for payments of premiums. If such responsible party is not the natural parent of the applicant, copies of the

court papers authorizing guardianship must be submitted with this application.

IF APPLICANT CANNOT READ THE LANGUAGE OF THIS APPLICATION: If an applicant does not read the

language of this application and an interpreter assisted with the completion of the application, the applicant must

sign and submit the Statement of Accountability (see Part V of this application, “Individual & Family Plans

Exception to Standard Enrollment — Statement of Accountability regarding language assistance”).
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Part VIII. Important provisions

NOTICE: For your protection, California law requires the following to appear on this form. Any person who knowingly presents a
false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.

HIV TESTING PROHIBITED: California law prohibits an HIV test from being required or used by health care services, plans or
insurance companies as a condition of obtaining coverage.

ACKNOWLEDGEMENT AND AGREEMENT: ], the applicant, understand and agree that by enrolling with or accepting services
from Health Net, I and any enrolled dependents shall comply with the terms, conditions and provisions of the Plan Contract. To
obtain a copy of the Plan Contract, call Health Net at 1-877-609-8711. I, the applicant, have read and understand the terms of this
application, and my signature below indicates that the information entered in this application is complete, true and correct, and
I accept these terms.

BINDING ARBITRATION AGREEMENT: I, the applicant, understand and agree

that any and all disputes between me (including any of my enrolled family members

or heirs or personal representatives) and Health Net must be submitted to final and
binding arbitration instead of a jury or court trial. This Agreement to arbitrate includes
any disputes arising from or relating to the Plan Contract or my Health Net coverage,
stated under any legal theory. This agreement to arbitrate any disputes applies even if
other parties, such as health care providers or their agents or employees, are involved

in the dispute. I understand that, by agreeing to submit all disputes to final and binding
arbitration, all parties including Health Net are giving up their constitutional right to
have their dispute decided in a court of law by a jury. I also understand that disputes that
I may have with Health Net involving claims for medical malpractice (that is, whether
any medical services rendered were unnecessary or unauthorized or were improperly,
negligently or incompetently rendered) are also subject to final and binding arbitration.
I understand that a more detailed arbitration provision is included in the Plan Contract.
Mandatory Arbitration may not apply to certain disputes if the Plan Contract is subject
to ERISA, 29 U.S.C. §$§ 1001-1461. My signature below indicates that I understand and
agree with the terms of this Binding Arbitration Agreement and agree to submit any
disputes to binding arbitration instead of a court of law.

| Last 4 digits of primary applicant’s Social Security #:

Applicant, or parent or legal guardian’s Date signed: Signature of applicant’s dependent Date signed:
signature if applicant is under 18 years old: (age 18 or older):

Print name:

Signature:

Signature of spouse/domestic partner or Date signed: Signature of applicant’s dependent Date signed:
applicant’s dependent (age 18 or older): (age 18 or older):

Signature of applicant’s dependent Date signed: Signature of applicant’s dependent Date signed:
(age 18 or older): (age 18 or older):
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The application and this Arbitration Clause must be signed by the applicant(s). The applicant(s) must personally sign the
applicant’s name in ink and agree to comply with the Arbitration Clause and the terms, conditions and provisions of the
application and the Plan Contract in order for this application to be processed. For this application to be considered, neither
agent/broker nor any other person may sign this application and Arbitration Clause.

Make personal check payable to “Health Net.” If you are returning the completed application by mail, send to: Health Net
Individual & Family Enrollment, PO Box 1150, Rancho Cordova, CA 95741-1150. If you want to fax your application, please fax
to 1-800-977-4161, and mail your check to: Health Net CA Individual, PO Box 748705, Los Angeles, CA 90074-8705.

You may submit a photocopy or facsimile of the application and authorizations. Health Net recommends that you retain a copy of
this application and authorizations for your records.

All references to “Health Net” herein include the affiliates and subsidiaries of Health Net which underwrite or administer the
coverage to which this enrollment application applies. “Plan Contract” refers to the Health Net of California, Inc. combined Plan
Contract and Evidence of Coverage.
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Nondiscrimination Notice

In addition to the State of California nondiscrimination requirements (as described in benefit coverage
documents), Health Net of California, Inc. (Health Net) complies with applicable federal civil rights laws and
does not discriminate, exclude people or treat them differently on the basis of race, color, national origin,
ancestry, religion, marital status, gender, gender identity, sexual orientation, age, disability, or sex.

Health Net:

« Provides free aids and services to people with disabilities to communicate effectively with us, such as qualified
sign language interpreters and written information in other formats (large print, accessible electronic formats,
other formats).

« Provides free language services to people whose primary language is not English, such as qualified interpreters
and information written in other languages.

If you need these services, contact Health Net’s Customer Contact Center at:

Individual & Family Plan (IFP) Members On Exchange/Covered California 1-888-926-4988 (TTY: 711)
Individual & Family Plan (IFP) Members Off Exchange 1-800-839-2172 (TTY: 711)

Individual & Family Plan (IFP) Applicants 1-877-609-8711 (TTY: 711)

Group Plans through Health Net 1-800-522-0088 (TTY: 711)

If you believe that Health Net has failed to provide these services or discriminated in another way based on one
of the characteristics listed above, you can file a grievance by calling Health Net’s Customer Contact Center at
the number above and telling them you need help filing a grievance. Health Net’s Customer Contact Center is
available to help you file a grievance. You can also file a grievance by mail, fax or email at:

Health Net of California, Inc. Appeals & Grievances
PO Box 10348
Van Nuys, CA 91410-0348

Fax: 1-877-831-6019
Email: Member.Discrimination.Complaints@healthnet.com (Members) or
Non-Member.Discrimination.Complaints@healthnet.com (Applicants)

If your health problem is urgent, if you already filed a complaint with Health Net of California, Inc. and are not
satisfied with the decision or it has been more than 30 days since you filed a complaint with Health Net of California,
Inc., you may submit an Independent Medical Review/Complaint Form with the Department of Managed

Health Care (DMHC). You may submit a complaint form by calling the DMHC Help Desk at 1-888-466-2219
(TDD: 1-877-688-9891) or online at www.dmhc.ca.gov/FileaComplaint.

If you believe you have been discriminated against because of race, color, national origin, age, disability, or sex,
you can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil
Rights (OCR), electronically through the OCR Complaint Portal, at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence Avenue SW, Room
509F, HHH Building, Washington, DC 20201, 1-800-368-1019 (TDD: 1-800-537-7697).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Health Net of California, Inc. is a subsidiary of Health Net, Inc. Health Net is a registered service mark of Health Net, Inc. All rights reserved.
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English

No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent

to you in your language. For help, if you have an ID card, please call the Customer Contact Center number.
Employer group applicants please call Health Net’s Commercial Contact Center at 1-800-522-0088 (TTY: 711).
Individual & Family Plan (IFP) applicants please call 1-877-609-8711 (TTY: 711).

Arabic
B Joai¥) 2 g haelsall Lo Jeaall clinly 105l ol 1585 0f WiSays 5558 pa e oll jisi (o iy Ailae 4ol o
&b il Juai¥) S 5e e deal 51 (2 edanl) Calia de sane il ety (Blay Lad @iy o Guuall e leal) ads S 5
2l Juai¥1 o il 2 31 s il iy iy e (TTY: 711) 1-800-522-0088 :5 3l »= Health Net
(TTY: 711) 1-877-609-8711

Armenian

Utddun (Equljut swnwynmpynitiikp: Inip Jupnn tp pabwdnp pupgduithy unwbwg:
Quunwpnpbpp upnn B jupnuy dkp 1Eqyny: Gph ID pupwn niubp, ogunipjut hwdwp pugpmd
kup quiuquhwpl) Zwdwhinpnubph vywuwpdwy jEunpnuh hkpwjunuwhwdwpny: @npswnnth
Tudph nhunpybpht pigpmd bip quiiquhwpty Health Net-h Unubkpghnt uyyuwuwpljiwb einpnt
1-800-522-0088 htknwjunuwhwdwpny (TTY 711): Individual & Family Plan (IFP) nhunpnutphl
utippmu up quiiquhwpty 1-877-609-8711 htnwijunuwhwdwpny (TTY' 711):

Chinese

REFES RS o GRT{ER O 2R - ﬂi i NI S 4E T A H M S e S R R YRR =
T - BB HOREEEER ﬁ*ﬂ%fﬁﬂﬁ GEHUL EEEESE - B LB RETERV A A GEET
1-800-522-0088 (EfmeEay @ 711) Bl Health Net A Pk 0 aB#4% - Individual & Family Plan (IFP)
(YRR S5 A S5HSHT 1-877-609-8711 (FEfEEL4y © 711) -

Hindi

foer ek oTOT FATT| 31T Th GITAT TH AT Hehel &1 3T SEATASI Pl 37U AT F Tgar
Thd & #ag & fog, Il 3M0d o IS 1S § dF HUAT TTed UG hg & deX W Bid B
fA2IhT ATeffed 3Mdged PUAT od Ac & HATJNAA HUD dg Dl 1-800-522-0088 (TTY: 711) W
Hict Y| IRhId IR A cara (3MSTwdT) 3desd FuAT 1-877-609-8711 (TTY: 711) X Hiel
|

Hmong

Tsis Muaj Tus Nqi Pab Txhais Lus. Koj tuaj yeem tau txais ib tus kws pab txhais lus. Koj tuaj yeem muaj ib
tus neeg nyeem cov ntaub ntawv rau koj ua koj hom lus hais. Txhawm rau pab cuam, yog tias koj muaj daim
npav ID, thov hu rau Neeg Qhua Lub Chaw Tiv Toj tus npawb. Tus tswv ntiav neeg ua haujlwm pab pawg sau
ntawv thov ua haujlwm thov hu rau Health Net Qhov Chaw Tiv Toj Kev Lag Luam ntawm

1-800-522-0088 (TTY: 711). Tus Neeg thiab Tsev Neeg Qhov Kev Npaj (IFP) cov neeg thov ua haujlwm thov
hu rau 1-877-609-8711 (TTY: 711).

Japanese

RO SFEY — AR L TBY 9, @REL ZFANWEZT ET, AARGECLELZBHAT
HZEHARETY, ~LTIZHOWTIE, IDI— RaE2BRELOEAITHEE K v ¥ —F TREIEL
&V, BHEAZE UEFRRBERO FIAE O J71E, Health Net DR EAGE & —
(1-800-522-0088, TTY: 711) £ TEEIELIZEW, fHA - FiEmT 77 > (IFP) OHIAE DS
%, 1-877-609-8711 (TTY: 711) F TEBEFE FE U,




Khmer
UM AW RAANIG S INAERMGE UM SHRURURILEGAY INAHRNGANUIRH SRS
IMNAZRMMANUATIANAERY oSS wasilinnngrvnstnumnigs auwngiedgigims
WUTUATLEBANUENAESHHAEES T HRMAMMRENNNASEUMUERLA yuuTgiagie!
MSURHANUENAESHIUL Health Net MBIW:IIS 1-800-522-0088 (TTY: 711)4 HAMAMA]R
RIENHNUGAN:UE SURBEAN (FP) fyBitmgiigisimSinue 1-877-609-8711 (TTY: 711)4
Korean

2 ojo] Au gk B9 A
Q3 A 2= A3k FAFSHE 9ol
A 2= AlE] o] Ahst Al L. 3L
1-800-522-0088(TTY: 711)H & 2 78}
1-877-609-8711(TTY: 711)H 2. = A3}

il
i
T

o
>,

Navajo

Doo baah ilinigdd saad bee haka ada’iiyeed. Ata’ halne’igii da ta’ na hadidoot’jjt. Naaltsoos da t'aa
shi shizaad k’ehji shich{’ yidooltah ninizingo t’aa na akédoolniit. Akdt’éego shiké a’doowot ninizingo
Customer Contact Center hoolyéhijj’ hodiilnih ninaaltsoos nanitingo bee néého’dolzinigii hodoonihjj’
bikaa’. Naaltsoos nehiltsbosgo naanish ba dahikahigii éi kojj’ hodiilnih Health Net’s Commercial
Contact Center 1-800-522-0088 (TTY: 711). T'4a hé dé6é ha’atchini (IFP) bahigii éi koji’ hojilnih
1-877-609-8711 (TTY: 711).

Persian (Farsi)
(s g o 53 Gl Lad by 4 Alial 1S ol g2 5 il 55 a2 80 (ALS aa e G 2l 5 e AL (s L) ilend
o 38 e b Tl La i IS 05 R ol 580 Gl 0l ke (alal S 5 e L Tl ey pha i )18 R) eSS iy o
L Glal *(IFP) Bl sila 5 5358 & skl Glualiie 31,8, (il (TTY:711) 1-800-522-0088 s e 43 Health Net (s s
208 ol (TTY:711) 1-877-609-8711 5 jluss

Panjabi (Punjabi)

ot fan B3 TEh 37 A<’ 3A 'S T3He € AT ITHS 39 Aae JI 3T¢ THI"H 331 I
€8 Uz 9 Hee 7" Ao I6| HeT 38, A 33 J8 Ba Wdid a93 J, 3 f9ur 394 Irad AUSH
ded &99 3 I8 I3 B T IIgU fadarg, fqaur a9d 388 &' © 2udd Hudd ded §
1-800-522-0088 (TTY: 711) ‘3 &S 3| fonaZerz W3 ufgegd ure (IFP) fasara’ & fagur aga
1-877-609-8711 (TTY: 711) ‘3 8 &J|

Russian

BecnnaTHast noMollb nNepeBoAYMKOB. Bbl MOXeTe MOMyYnUTh MOMOLLL NepeBoAuYrKa. Bam MoryT npounrtats
noKyMeHThI Ha Bamem pogHoM si3bike. Ecin Bam Hy>kHa nmomots 1 y Bac npu ce6e ecTs KapTouka
YUYaCTHHKA MJIaHa, 3BOHUTE 110 TeneoHy LleHTpa moMoIiy KiMeHTaM. Y YaCTHUKY KOJUIEKTUBHBIX MJIaHOB,
TpefIoCTaBIsIEMBIX paboTofaresieM: 3BOHNTE B KoMMepuecknii eHTp oMot Health Net o Tenecony
1-800-522-0088 (TTY: 711). YyacTHUKM NIaHOB Ji71s YacTHbIX JiuLl U ceMel (IFP): 3BoHuTe no Tenedony
1-877-609-8711 (TTY: 711).




Spanish

Servicios de idiomas sin costo. Puede solicitar un intérprete, obtener el servicio de lectura de documentos y
recibir algunos en su idioma. Para obtener ayuda, si tiene una tarjeta de identificacion, llame al nimero del
Centro de Comunicacién con el Cliente. Los solicitantes del grupo del empleador deben llamar al Centro
de Comunicaciéon Comercial de Health Net, al 1-800-522-0088 (TTY: 711). Los solicitantes de planes
individuales y familiares deben llamar al 1-877-609-8711 (TTY: 711).

Tagalog

Walang Bayad na Mga Serbisyo sa Wika. Makakakuha kayo ng interpreter. Makakakuha kayo ng mga
dokumento na babasahin sa inyo sa inyong wika. Para sa tulong, kung mayroon kayong ID card, mangyaring
tumawag sa numero ng Customer Contact Center. Para sa mga grupo ng mga aplikante ng tagapag-empleyo,
mangyaring tumawag sa Commercial Contact Center ng Health Net sa 1-800-522-0088 (TTY: 711).

Para sa mga aplikante ng Planong Pang-indibiduwal at Pampamilya (Individual & Family Plan, IFP),
mangyaring tumawag sa 1-877-609-8711 (TTY: 711).

Thai

lifduimadunmm quanananldald qmmmmlﬁmmaﬂmﬂﬁmLﬂummmaoqm"lﬁ WINFBINTANNTIE
waa uazmiiliaslezdii Iﬂimim'ﬁmmamguﬁgﬂﬁwﬁuﬁuﬁ Halaanguuedng ‘[ﬂm‘[ﬂimguﬁgnﬁwf«i"uw”uﬂ%a
Witiguad Health Net finangiay 1-800-522-0088 (lnua TTY: 711) HEATLHUAARLAZATELAT

(Individual & Family Plan: IFP) lusalny 1-877-609-8711 (Inua TTY: 711)

Vietnamese

Céc Dich Vu Ngon Ngtt Mién Phi. Quy vi c6 th€ ¢6 mot phién dich vién. Quy vi ¢6 the yéu ¢ca duoe doc cho
nghe tai liéu bing ngdn ngi¥ clia quy vi. D& dwoc gitip d&, néu quy vi ¢6 thé ID, vui long goi dén s&” dién thoai
cta Trung TAm Lién Lac Khich Hang. Nhirng ngwdi ndp don xin bdo hi€m nhém qua hang s& vui 1ong goi
Trung TAm Lién Lac Thwong Mai cia Health Net theo s 1-800-522-0088 (TTY: 711). Ngwdi ndp don thude
Chuwong Trinh C4 Nhan & Gia DPinh (IFP), vui long goi s6 1-877-609-8711 (TTY: 711).

CA Commercial On and Off-Exchange Member Notice of Language Assistance
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